An elderly, bed ridden patient with a history of stroke was admitted for management of aspiration pneumonia. Two days after insertion of a nasopharyngeal airway, sudden respiratory distress prompted further investigations which led to the eventual diagnosis and removal of the nasopharyngeal airway that had been aspirated. The device was removed under conscious sedation with fiber optic bronchoscopy.
Introduction
Nasopharyngeal airway (NPA) is one of the simplest adjuncts used to maintain the patency of the upper airway and for pulmonary toilet. Nevertheless, its use is not completely devoid of complications. 1 One of the rarer complications is the displacement of the NPA into the distal parts of the airway. 2e4 This displacement of airway devices is more likely to occur in patients with diminished airway reflexes secondary to a neurological impairment. It may present classically as acute respiratory distress in a high-risk patient. 4 Thus, a brief history and clinical examination may give rise to a clinical suspicion, but the final diagnosis may be secured via radiological imaging modalities to locate the source of the sudden respiratory distress. Comparison to previous imaging is recommended to rule out other pathologies that may be concomitant with the NPA aspiration. The occurrence of this complication can be reduced by selecting an appropriately sized nasopharyngeal airway device, using NPA with fixed flange and by securing it in position to avoid dislodgement.
Case presentation
An elderly bed-ridden patient with history of stroke and GCS of 12/15 was admitted with aspiration pneumonia. He was noted to have a weak cough reflex and copious secretions. When he was initially assessed in the ED, his airway was secured with a size 6.5 NPA to facilitate suctioning. The appropriate size was selected by measurement of the distance from the tip of the patient's nose to the earlobe. A lubricant was used to facilitate its passage through the nose. The flange was loosely secured with tape to the cheeks. The relevant care pathway was initiated to manage the diagnosis and the patient was admitted to the medical ward. After 48 hours the patient suddenly developed signs of respiratory distress with worsening hypoxemia. His oxygen saturation level, which was initially stable at 94% in room air dropped to 80% and he required supplemental oxygen. ABG showed worsening respiratory acidosis. An urgent portable chest x-ray was obtained which displayed a foreign body in the trachea with extension into the right main bronchus (Fig. 1) . No other relevant x-ray findings were appreciated in comparison to previous imaging that explained the sudden clinical deterioration. The clinical notes were retrospectively reviewed, and it was realized that the NPA was missing and most likely had dislodged into the bronchus due to the patient's poor gag reflex because of his previous stroke. Once diagnosed, the patient was transferred to the ICU where fiber optic bronchoscopy was done under conscious sedation. The device was visualized at the carina extending into the right main bronchus. Biopsy forceps was passed through the working channel to hold and retrieve the foreign body. Once the device had been pulled up to the vocal cords, it was retrieved using a Magill's forceps and the airway was cleared (see Fig. 2 ). The patient made a complete recovery and was discharged home in a few days' time.
Discussion
NPA devices are commonly-used respiratory adjuncts that are used in clinical practice for a variety of indications. However, they carry the potential risk of becoming aspirated in patients with impaired cough reflex. Complications that may occur in case of NPA aspiration can range from minor soft tissue injury up to severe lifethreatening airway obstruction. These complications can be considered significant when addressing patient safety, both individually and cumulatively. We highlight the importance of training medical staff to properly secure the NPA device after their placement to prevent their dislodgement. Also, these devices should be removed as soon as the patient's condition improves, and their use is no longer required. Various 'barriers' such as safety pins and tapes can be attached to the flange to prevent its distal migration. 5e7 In the event of aspiration, however, the NPA may be removed using either rigid or flexible bronchoscopy. 8, 9 While rigid bronchoscopy remains the modality of choice for removal of impacted foreign bodies in the airway, flexible bronchoscopy is increasingly getting recognition as the initial method of intervention in selected cases. 9, 10 Keeping in mind, there is always the possibility of conversion to rigid bronchoscopy in case of difficulty in retrieving the foreign body or encountering other complications.
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